
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www. dail. vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

August 31, 2012

Ms. Penny Bruso, Administrator
Centers For Living And Rehab
160 Hospital Drive
Bennington, VT 05201

Dear Ms. Bruso:

Provider #: 475029

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on August 2, 2012. Please post this document in a prominent place
in your facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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F 000 INITIALCOMMENTS

An unannounced or-site complaint survey was
initiated on 6/19/12 by the Division 'of Licensing &
Protection and completed after furttler affsite
review on 6/2/12. The following are regulatory
violations.

F 157 463.10(b)(11) NOTIFY OF CHANGES
.SS=C> (IN.JUR.Y~DECLlN~.IROOM, ETC)

A facility. must immediately inform the resident;
consult with the resIdent's physician; and if
I<nown, notify't~e resident's legal representative
or an interested family member when there is an
'accident involving the resident whioh results in
injury and has the potential fo.r requiring physician
intervention; a significant change in the resident's
phYSical, mental, or psychosocial status (Le., a
deterioration in heal~h, mental, or psychosocial
status in either life threatening. conditions or -'
clinical complications); a I}eed to alter treatment
significantly (i.e., a need to discontinue a.n
existing form of treatment 'due to adverse
consequences, or lo'commence a new form of
treatment); or a decisjon to transfer 9r discharge
the resident from the facility as specified in
s463.11(a).

The facility must als,o promptly 'notify the resident
and, if !<nown, the resident's I~gal representative
or interested family member when there is a '
change in 'room or roommate assignment as
specified in S483,15(e)(2); or a change iri
resident rights'underFederal or State law or'
regulations as specified In paragr~ph (b)(1) of
this section.

The facility must record and periodically update'
the address and phone number o( the resident's

F 000

F 157

FJ57:
Cnn-cd.ivc Adion:
Resident III no longer reside:! in the fftcilily.

Othl!:Y Rcsidcnls:
All n:sidi:nt~ arc at ri!lk.

Sy,ternic Chllngt!!i:
,. Education provided to RN/LPN!l by

Staff Edu(;ll(or/dc:lignec regarding
,change in cMdiriOI) policy arid
MD/l,'u~y n~Lificllliun.

2. Educ<ltion provided to shift 5UpelVisors
and manllgers by the Shiff
EdllclltOr/d~ignee on acute condition
report and their role in tollow-~p with
. chtttgc nurses verifying MD/Family
notification when needed;

On going MonitoliDg:
DNS/desir,nee will review 24 hr acute ..
condition report [or documcnllllion uf
MD/fllmily llolifieatioll daily x 2wk.6, dlen
weekly x4. then monthly x3. DNS will
n;porl monthly 10 the Quality Snfety
Committee meeting x5 months. (EJr.hibit A)

6/Il/lZ

1)/2/1 Z

9/2/n

9111U

(X8)DAl'E

'8/;)7
Any deficiency \ltate~ent nding with '2m asterisk ndenotes a deficiency which the institution may be exculled from' correcting provIding It is determined thal .
other sllFeguards provide sufficient proteetlQn to the pstlents. (See IllBtructlons,) Except for nursing hQmas, the findings stated above are disclossble 90 days
'followtng tile date of s\oIrvlty wnether or not a plan of oorredion is provided. For nursing hOmes, the above findings and plans of correction are dlsclo&able 14
,days following the date these docl.4ments sre made Bvall!!ble 10 lhjl fac;lIlly. It defIciencIes are cited, an approved plan of correction is requisite to continued
program partlclpatlo,n.

FORM CMS-2567(02-91l) Prevlou. VQI1IionaOblolele Erant 10: IE4411 Facllll)' 10: 476029 II continu,ation &t1eetPege 1 of 5 '



08/27/2012 HON 13:40 FAX 802 447 5482 Centers Living snd Rehsb 1jlj003/008

DEPARTty1ENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDERISUPPUER/CLIA
IDENTIFICATION lIIUMBER;

475029

(X2) MULTIPLE CONSTRUCTION

A, BUILDING

B.WING

PRINTED: 08/09{2012
FORM APPROVEb

OMB NO. 0938-0391
(X3) DATE SURVEY

COMPLET~D

C
08/02/2012

NAME OF PROVIDER OR SUPPLIER

CENTERS FOR LIVING AND REHAB

, STREE'T' ADDRESS. CITY. STATE, ZIP GODE .
.-- ..- .- ...--.---- ..--. -160HOSPITAl..tfRIVE--.------.--- ..-.....- ...-.-------.---.- .

BENNINGTON, vr 05201

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED" BY FULL
REGULATORY OR LSC 10ENTIF'YING INfORMArION)

10
PREFIX'
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERElNCED TO THE APPROPRIATE
DEfICIENCY)

(X5)
COMPLETION

DI\TI:

F 157 Continued From page 1
legal representative or interested family member,

Thls.REQUIREMENT Is not met as evidenced
by:
Based on record review and staff interview, the
faoility failed to notify the physician in a change of
condition for 1 patient in the applicable s(:lmple.
(Patient # 1) Findings include:'

Per review of nursing documentation for
Resident #1 on the ev~ning shift of 6/10/12 at
21:17 (9:17 P.M,), the staff nurse documents for
Resident #1's 'sensory asse'ssmehf Under the
heading nose/sinuses: IBleeding, x 3 this shift.'
There wa's no further documentation related to
the bleeding including follow-up monitoring andlor
observation on hl8/h~r shift: In addition, the staff
nurse failed to communicate this change in the
residenfs condition to the physician and
confirmed s/h~ w,,!s aware that the resident was
on long-term anticoagulant therapy a~d that
bleeding was a side effect.

The next morning, on 6/11/12 at 7:40 AM th!3
ambulance was called to transport Resident #1 to
the Emergency Departmen~ because of a
nosebleed. At 14:02 (2:02 P.M.) the staff nurse
documents': 'Resident sent to ER per MD re nose
bleed profuse and unable to'stop and respirations
very moist at 0730. Resident returned at 11:50
nose bleeding again and retumed to ER where'
Is/he] was ~dmitted.' Per interview with the staff
nurse responsible for car-lng for Resident #1
during the evening of 6/10/12. s/he confirmed on
6/19/12 at4:15 P.M. that ~hBphysician had not
been cal/ed to report"the residenrs three
nosebleeds although s/he was aware that the

F 157

FORM CM5-2567(02-99) Previous Versions ObSolele Event 10: IE4411 'Facihty 10: ~75029 If continuation sheet Page 2 of ~
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The services provided or arranged by the facility ,
must meet profe6sio~al standards of qua'uty.

Per reviElwof nursinl) doc~m.entation for
Resident #1 on the evening.shiftof 6/10/12 at
21:17 (9:17 P,M.), the staff nun~e documents for
Resident #1'5 'sensory ~ssessment' under the '
he~ding nose/sinuses: .'Bleeding, )( 3 lhls shiff.'
TI1e'rewas no further documentation related to
the bleeding including follow-up monitoring an%r
observatio'n on his/her shift. In addition, the 'staff
nurse failed to communicate this change in the
re~ident's condition to the physician and
confirmed s/he W~$: aware that the resident was
on long-term anticoagulant therapy and that
bleeding was asic;fe effect

F 157

F 281
SS-=;D

~ontinued f:rom page, 2
resident had been on long-term anti-coagulant
therapy and that bleedIng is a side,effect of
anti~oa?ulant th~rapy. *

*Mosby's Nursing Drug Reference, 2012. Page
10&11. Coumadin: Assess for bleeding gums,
petechiae, ecchymosis, hematuria. Report signs
of bleeding: gums, under skin, urine and stools.
463.20(k)(3)(i) SERVICES PROVIDED MEET
PROFE~Slb!'lAL STANDARDS

This REQUIREMENT is.not met as evidenced
by: ,
Based on record review and staff interview,
facility staff failed to provide services tha't met'
professional standards of quality for 1 resident in
the applicable sample by failing to notify a
physician of a c~ange in'a resident's conclition.
(Resident #1) Findings include:

".

F 157

F 261

F281;
Correl..1iyc AcH(m: •
Re~idcnt II [ no longer resident in the
facility.
Anticoagulation policy W:l:O; reviewed..
All residtnhl in facilily receiving
anticoagulants had care plan reviewed ;)J)cf
arc in place, -

Other Rc~ldclltG:
All n::liuents. ruceiving anticoilgulllnlll arc lit
risk.
All resident" receiving anticnagulant1'iwere
idt,\'D.lifi"d by lheir cmrelll M6dicI1l1on
Administration Record (MAR).

'Syrtemic Chlingt-5:
1. .Monitoriog of poteuti"l cO.ffipJicC'ltions

will be sigIlcU by nllr.ling 'on lheir
treatment .sheet ench shift.

2, Electronic cluuting system changcd in
circulatory folder to include monitoring
ofblccdinglbmi~ing.

3. ' JJducauon for RN/U>Ns 01.1 pOICLlhHI

complications of antipoagulant thcrapy
implemented by Stllff

,Educator/dc:lih'llCc.

0" going j\:tnnit(lring:
Treatment lIhect documcntation will be
reviewed weeldy'by Clinical SYSl~wS
Speciali:'lt/designcc. Wecl~ly report 'llI'il1 he
givep to the DNS. DNS will report oul
Inonthly to Quality/Satety Committee for 3
monlh~. (l.iiLbibilil)

6/11112

11/23/12

8/23/12

8/23/12

91Z112

91Z/12

9/Z/l'J.

9/2/lZ

FORM CMS-2567(D2-0ll) PreviouB \(enllon8 Ob&olele
" I • ' ••

EvenllO: IE~411 FacIllly 10: "175029 Ir c~ntltlU8t1on sheet Pagll 3 of 5
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'." . .
The services provided or arranged by the facility
must be provided' by qualified persons in
accordance with each resldenfs written plan of
care, . -,'

".
"Mosby's.Nursiilg Drug Ref~rence. 2012. Page
10&11 ..C,oumadin: Assess for bleeding gums, .
petechiae, ecchymosis, hematuria, Report signs
of bleeding: gums, under Skin, urine and'stools.

I

-Lippincott Manual of Nursing Practice (9th ed.).
Wolt~ts K1uwer.Health/Lippincott Williams &'
Wilkins, pg 17..

F 262 463.20(k)(3)(ii). SERVICES BY QUAI..WIEQ
SS::::D PERSONSIPER CARE PLAN

F 281 Continued From p~ge 3
The next morning, on 8/11/12 at 7:40 AM the
ambulance was called to t~ansport Resident #1 to
the Emergency Department because of a
nosebleed. At 1.4:02 (2;02 P,M.). the 'staff nurse' .
docl,lmenls: 'Residerit ~ent to ER per MD re nose
bleed profUse and unable to stop and respirations
very moist at 0730. Resident returned at 11:50
n086 bleeding again and returned to ER where
[s/hel was admitted.' Per InterView with the staff
nurse responsible for caring for Resident #1 ,
during the eveni':l9 of 6/10/12, s/he confirmed on
6/19/12 at 4: 1S P.M, that the physician h~d not
been called' to report the resident's three
nosebleeds although slhe waf$ aware that the
resldeht had been on long-term anti-coagulant
lherapy and that ble~ing is a side effect of
anti-coagulant therapy,.~ '

F281

"'2112: .
Corrccllve Acrlon:
~{~idcnt #1110 tongcr'It:!liol.:!l in l1u; fK~i1ity.

Orher Resldenrs:
All n:siclcnllj lire KIn~k..

Sy~(cmic Challees:
I. F-dueationprovided to RNIT .PN:c; by

Staff EduciltQl'/desigllce regarding'
change in condition policy and
MlJ!hnlily llolifi~nliorL

2. Education proVided to shift sup~rvisors
anti mKnagcJ:lI by !hc SlatT
Educator'lde.~ignee on acute condition.
rcport IInc.llhcit rule in Lollow-up with
charge Iluj'se& vedfyillg MD/f"mily ,
nolification when needed. I

F 282 On going Mo~iloring:
. DNS/designcc will review 24 hr acute
couclitiou repol't for docilmenilltloll of
MDlFamily notification dai.ly x 2wb, then
weekly x4, [hell monthly x3, DNS will
report mo~lh1y.lothe QUlI.lity Safety
Conw}'ittee meetiog x:'i moruhs, (tJlhibil A)

GlJllU

9/UU

.9/2/17.

9/2/17.

This REQUIREMENT is not met as evidenced
by:'
Based on .staff interView and reCord revi.ew, the

. F.vcnIID: IE4411 If continuation sheel Page 4 of 5

~ .' '\(L- ..,\'---: 1\
. \'0
.~.



08/27/2012 HON 13:40 FAX 802 4475482 CenterB Living and Rehab III0 0 6 /008

, ,
. DEPARTMENT OF HEAL.TH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMEI'IT OF DEFICIENCIES
ANO PLAN OF CQ~RECTION

(X1) PROVIDER/SUPPLIER/ellA
IDeNTIFICATION NUMBER:

pc~) MULTIPLE CONSTRUCTION

A. BUILDING

PRINTED: 08/09/2012
FORM APPROVED

OMB NO. 0938-0391
(X3) DATE SURVEY

COMPLETED

475019 B.WING
C

08/02/2b12
NAME OF PROVIDER OR SUPPLIER

CENTERS FOR LIVING AND REHAB

(XS)
COMPLCTION

DATE
10

PREFIX
TAG

STREET AQDFlESS, CITY, STATI:, ZIP CODE
\ ~---- - -'180 Hospl~-

BENNINGTON, VT 05201

, PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SIiOULD BE

CROSS-REFERi:NCED TO THE APPROPRIATE
, DEFICIENCY)

SUMMARY STATEMENT OF DEFICIENCIES
'(EACH DEFICIENCY MUST BE PRECEDED BY FUll

REC3I!LATOR~ OR LSC IDENTIF-YING INFORMATION) ,

, (X4)ID
PREFIX
TAG

F 282 Continued F'rom page '-4 . '
facility failed to have servIces provided by
qualified persons in aocordance with the written
plan of care for 1 resident (Resident #1) in the
,applicable 6ampl~, Findings include:

F 282

Per review of nur~ing documentation for
Resident #1 on the evening shift of.6/1 0/12 at
21:F (9:17 P,M.), the staff nurse documents for
Resident #1 's 'sensor)' assessment' under the

,heading, noseJ$inuses: 'Bleeding, X 3 this shift.'
There was no furthe'r documentation related to
the bleeding including follow-up monitoring "and/or
observation during the staff nurse's shift. In'
addition, the nurse failed to communicate this'
change in the' reSident's condition to 'the physician
and confirmed s/he.was j3ware that the resident
was. on lo'ng-terrn anticoagulant 'therapy and that
bleeding is a side effect. _ '

The next morning, on 6/11/12 at 7:40AM the
ambulance was called to transport Re$ident#1 to
the Emergency Dep~rtment b.ecau51eof a '
nosebleed. At 14:02'{ 2:02 P,M.) the staff nurse
documents, 'Resident sent to ER pe,r MD re nos~
bleed profu'se and unable to stop and respirations
very lTloi.$tat 0130 ..Re~ident reh.!rned at 11:50
(A.M.) nose'bleedin.9 again and, returned to ER
where [s/he] was admitied.' .Per review of the
compreh~nsive care plans on 6/19/12 at 4:15 PM
with the staff nurse responSible for caring for
Re~ident #1 on the evel')i1igof 6/10/12, ~/he '
confirmed that there was a care plan related to
monitoring for any, bleeding related to'
'anticoasulant tl1e~apy.

, ,

. !
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Exhibit A

Standard of Practice: Acute Condition Rep0l1 Review Date:

._..Nllmhe.J:.ofResidL.-ilts.Idcntificd_ __ _ .
on Acute Condition Report:

L Was MD/Fumily notified approptiately?
If no, see below.

Number of Resid~nt4j needing action items:
COlTcetivc Action:
Resident Name:

H.ris will be monitoring by exc(':ptioll.
tioal= 0 residems identified 0.1 the Acute Condition Report

___.I~e.Y~WeI:.

Action takcn:

NllI.ner<ltor # of resident~ meeting ~tandard to notity MDlFamily in change of condition
Denominmor' # of residents who havc a change in conuition .
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ExhibitB

Standard of Practice: Anticoagulant Treatment Date: -----------
~ .....Nnm.her.ofResiden't$. on __.._

Antico8f,'1llantTherapy~

'.::~:.~;:}:~';b;,~i;;/::\::}:~~~':)\;~;:~::;;:::';::::;\(~~:,::':;j;:\i~!'~~:~t~t~~f:~:;:J~;::'~:~;,\!~~~~:,~!>?"i'j};':~~~;:;~~:~;://~?;;~;1:(:::~
':,I''':'~';'::l<E'$(''::....': .....'N'tf. ""'::""1'11,')1", r',". OJ:",'.l\"\''i't'''' '!. •• I I," J1 ~"':~':~:'~I:'I, ;::,I,,~f, 1,1',':',\'f~}~(~';;~~~t:\:.~:i::,~'~,~~';~~.

I
.~'I .',: .?:.:}: I'. '. ,:' . ,

1. For each resident on anticoRf,'1llanttherapy were all 3 shifts signed on
the treatment for monitoring of anticoagulant adverse effects?
If no, see below.

2. For each resident on anticoagulant therapy did all 3 shifts document the
monitoring of potential effects either no adverse effect of anticoagulant
or bleedinglbruising documented?
IfnoJ see below.

Corrective Action:
Resident NEllne: Action taken:

..

- _ ..-

.-

I. First GOM- 10()% of all resi~ents on 'anticoagulant had treatment sheet signed for all 3 shifts.
a. Numerator = # of residents on anticoagulant t~erapy with all 3 &hiftssigned
b. Denominator = # ofrellidents on anticoagulant therapy

2. Second Ooal- 100% of all residents on anticoagulant therapy documented the monitoring Mpotential adverse effects.
1\. Numerator =# of residents on anticoagulant therapy hRd all documented potential adverse effects completed
b. Oenominator = # of residents on anticoagulant therapy
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